MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-002846
DEPARTMENT OF PUBLIC HEALTH AND WELFA - -

; STATE'FILE NUR
l!agmrnlop I?ig?m:? No..;_____éﬁfnmary Registration Dmm:f No. iﬂﬂ_Jegimnr ‘s No. _7 -_— BER

DO NOT WRITE AMENDED gy

ON THIS STUB : FICED AN 51963

1. PLACE OF DEATH ‘2., USUAL RESIDENCE {Where deceased lived. |f insfimtion:“llesida;!ce before
VS 300

a. COUNTY . .STATE . COUNTY, ‘ edmission)
Rev. 4/59 Phelps : Missour{ Phelps - i

b. CITY (if cutside.corporate:limity, give TOWNSHIF anly) Length of stay'in 1b e CITY Inside Limits

QR .
1OWN  Rella 2 months W Rural, Cold Spring. - | Yo v

. FULL: NAME OF {If NOT in hospital, give location) Inside Limits d. STREET. . I outside, gi ti : i "
HOSPITAL.OR poal- 9 r N (If outside, give location] Resids on Farm

INSTITUTION 1712 Park Street Yo: [l NbD, ’ Lecoma Road B Yos g No [J

3. NAME OF DECEASED First Middle Last 4. DATE - Month -~ ‘Day Year
{Type or print} o F

) o
. HENRY JACKSON TAVIS DE”H_.Iannng ?' 1 Qﬁ?
5 SEX 6. COLOR OR RACE 7. Married O Never Married C1 |8. DATE OF BIRTH | % AGE (last binhday) | IF UNDER 1 YEAR 'TF UNDER:24 HR
Male White : Widowed (] Divorced [] Months | Days | Hours'|  Min,

T0a. USUAL QCCUPATION (Giva kind of, work dons [ 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE {Civy and stata ar country] | 12. CITIZEN OF WHAT COUNTRY
dﬂign s? O worklng life, evenif reﬂred) ! l ’

er, retir Church of God IVichy, Missquri U.S.A.

13a. FATHER'S: NAME 13k, MOTHER'S MAIDEN" NAME 14. NAME OF HUSBAND OR.WIFE

Josiah Davis S ' ' Cordla

15, WAS DECEASED, EVER IN U.5. ARMED FORCES? 16, .SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes,ﬁ ar unknown)lﬂf ves, give war or dates § servicel . R
063 Mrs, Cordia E, Davis Bgnlla{, Mo,

18. CAUSE DF DEATH (Ernter only one cause p INTERVAL BETWEEN
ART .|. DEATH WAS CALISED | 9 * / ONSET AND DEATH
P

TMMEDIATE CAUSE: () / i ” AL LA A /._ ,r;_-__-’/L_.r_- oo AL
ioip 4 fovitel, wtoreity (5 ka

Conditions, If any, DUE TO (b) ) Vs . . i
which gave.rise fo R ” /
sbove cause ‘(a), /
stating the under- /7 = / 7 Vs S
lying cousé last.]  DUETO (s}, é et —
PARY fh. OTHER - $|GN|F|CANT CONDlﬂo\ls CONTRIBUTING TO DEATybUC not related to the memal PARYF i1, Lf dqcllsld was female was’
: " disease’condition given In PART 1 (a) there a pregnancy in last 90 days.
ID Yes I O Ne [ [0 Unknown_

19. WAS AUTOPSY_.. 20;. ACCIDEMT  SUICIDE. HOMICIDE. 20b. DESCRIBE- HOW INJURY BUCURRED. {Enter nature of injury in PART | or PART II of:.jftem’ 18.)
. PERFORMED ¥ O w] 3]
YES.[O NO

20c. TIME OF _Houl Month, Day, Year |
INJURY  am, ’
p.m, '

1+20d. INJURY QCCURRED 20e. -PLACE OF INJURY (e.g., in or sbout hn, 20f..CITY, TOWN,-CR LOCATION (\‘COUN_'I_Y STATE

DATE AMENDED

—
-
[
b3
o]
[
o]
a

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
: INSTEAD OF

.MEDICAI. CERTIFICATION

s [E WHILE AT WORK [J farm, factory, street, offica bldg., stc.)
NOT.WHILE AT WORK[D (¢ o

—

Pl ]

ended the. decea A i , b‘ . o of Zd ) b and last sawmahva orz . :
. : 7 : / O p on 'Ihu date: sta!ed above .and ta iha best of my wiedge, from'the ceuses stated,
Fhree 1 .. ADRELSS N 22c, DATE SIGNED

- ¥ | Z3c; MAME OF CEMETERY E ] } W e, ¥6r Count T IState),
Al qESS E rk Me 25. DATE RECD. BY LOCAL REG. | 26, REGISTRAR S SIGNATURE .
er H .77 3 7-2 W f .4 z £

{Licensed EmbalmaMt Statement on Raverse Side)

Death occured at.

‘USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

23a. suum CREMA IC,)N
R " .

ITEM NO.

_‘E’ ‘AFFIDAVIT OF
=

\




-

.

. STATEMENT BY LICENSED -EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

working under my personal supervision.

Student

Student Embalmer No.

v

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
with the above constitutes grounds for revocation of Tlicense).

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

If this-body is not embalmed, fact should be so stated above.

Do e 200

Licensed Embaimer No 4 y ? ?
P. O. Address___ M )’7‘— .,

hls OWN HANDWRITING, (Fallure to comply




